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Name

Age

RUTGERS UNIVERSITY HEALTH SERVICES - NB/P

HEALTH HISTORY FOR WOMEN

Class Today's Date

Reason for visit

IS THIS YOUR FIRST GYNECOLOGICAL EXAM?
YES NO
If this is your first gynecological exam and PAP smear at this
Health Center, please complete this entire form. If this is your
yearly examination at this Health Center, please complete the
Current Medical Information only (shaded area).

GYNECOLOGICAL HISTORY

Age at onset of first period

First day of last normal period

Avg. # days of menstrual flow

Avg. # tampons/pads used daily

Avg. # days between onset of each period

Any bleeding between periods?

Any skipped or missed periods?
_ Doyou get cramps?
If, yes how do you treat them?

Have your periods changed in the last year?
If yes, in what way?

HAVE YOU EVER HAD OR BEEN EXPOSED TO
(circle all that apply)

Yeast Infection  Genital Warts Trichomoniasis
Herpes Chlamydia HIV (AIDS Virus)
Gonorrhea Bacterial Vaginosis

Abnormal PAP Smear

Unusual Vaginal Discharge

A problem requiring a visit to a gynecologist
Please explain

PAST MEDICAL HISTORY -
HAVE YOU EVER HAD (circle all that apply)

Chicken Pox Varicose Veins Epilepsy
High Blood Pressure Asthma Migraine
Hepatitis or Jaundice Blood Clots Diabetes
Heart Murmurs Breast Lumps Thyroid
Weight Gain/Loss of 10 Ibs. or More Headaches

HAS ANYONE IN YOUR FAMILY EVER HAD
(circle all that apply)

Heart Attack before 60
Diabetes

Thyroid Disorders
Deep Vein Thrombosis/Pulmonary Embolism

Breast Cancer  Stroke
Uterine or Cervical Cancer

HAVE YOU EVER BEEN HOSPITALIZED
OR HAD SURGERY?

Date Diagnosis/Treatment

[l Busch-Livingston Health Center
[l Hurtado Health Center

SEXUAL HISTORY

Have you ever been sexually involved with another

person? Yes No

If yes, age at first encounter

If yes, your partners are or have been
Male Female

Number of lifetime sexual partners

Do you have questions, or wish to discuss sexual

Both

orientation, lesbian health, sexual expression,
masturbation, rape, incest, sexual abuse or
coercion, or other issues of sexuality?
Yes No

If yes, please specify
Have you ever been pregnant? Yes No
If yes,

Dates Outcome Problems

CURRENT MEDICAL INFORMATION

First day of last menses
Have your periods changed in the last year?

Yes No

If yes, how?

Are you currently sexually active with another person?
Yes No

How long have you been with this person?
Number of sexual partners since your last exam
Present method of contraception

Do you use condoms to prevent sexually transmitted
infections? Yes No

Do you have any questions or wish to discuss sexual
orientation, lesbian  health, sexual expression,
masturbation, rape, incest, sexual abuse or coercion, or
other issues of sexuality?

Yes No
Any change in your medical history since your last
exam? Yes No

If yes, please specify
Any change in family history in the last year?
Yes No

If yes, please specify
Any gynecological problems in the last year?
Yes No

If yes, please specify

Do you use any of the following? (circle all that apply)

[] Willets Health Center
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Cigarettes  Alcohol Recreational Drugs IV Drugs
Do you have any questions?
Reviewed by Date
(OVER)

11.2



GYN/PHYSICAL EXAM DpaATE CHART NO.
NAME COMPLETED UPDATE
AGE BP P LMP CLINICAL Hx
CLINICAL Hx HT WT BMI
CONTRACEPTION
PROBLEM
0C REFILL PELVIC NORMAL ABNORMAL
B VULVA
MISSED MENSUS \—/7 BUS ERYTHEMA
EXCORIATION
TOBACCO USE .
\ LESIONS
MEDS <®> CYST
ACHES
V
’L
PE NORMAL ABNORMAL
THYROID
LUNGS VAGINA RUGAE DISCHARGE
HEART ODOR
ABDOMEN INFLAMMATION
LYMPH NODES
EXTREMITIES
OTHER CERVIX POST CMT
ANT FRIABLE
ML INFLAMMATION
BREASTS MASS ECTROPIAN CYST
FIBROUS DISCHARGE
CYSTIC
UTERUS AV TENDER
RV MASS
ML NODULAR
R/L ENLARGED
ADNEXA PALPABLE TENDER
RIGHT LEFT MASS
RECTAL FISSURE
HEMORRHOID
LITERATURE/EDUCATION ASSESSMENT
CONTRACEPTION SBE
CONDOM PACK STD
VAGINITIS
SAFER SEX
NUTRITION
EXERCISE
OTHER
dT
Hep B Vaccine
LAB VAGINAL PH PLAN/RX/TX/REFERRAL/FOLLOW UP
KOH NS
PAP GC
CHLAMYDIA RPR
CHEMISTRY CBC
U/A crs HCG
LIPID PANEL
OTHER

SIGNED




